BACKGROUND: Handoffs are communication processes that enact the transfer of responsibility between providers across clinical settings. Prior research on handoff communication has focused on inpatient settings between provider teams and has emphasized patient safety. This study examines handoff communication within multidisciplinary provider teams in two outpatient settings. OBJECTIVE: To conduct an exploratory study that describes handoff communication among multidisciplinary providers, to develop a theory-driven descriptive framework for outpatient handoffs, and to evaluate the strengths and weaknesses of different handoff types. DESIGN & SETTING: Qualitative, in-depth, semi-structured interviews with 31 primary care, mental health, and social work providers in two Department of Veterans Affairs (VA) Medical Center outpatient clinics. APPROACH: Audio-recorded interviews were transcribed and analyzed using Grounded Practical Theory to develop a theoretical model of and a descriptive framework for handoff communication among multidisciplinary providers. RESULTS: Multidisciplinary providers reported that handoff decisions across settings were made spontaneously and without clear guidelines. Two situated values, clinic efficiency and patient-centeredness, shaped multidisciplinary providers' handoff decisions. Providers reported three handoff techniques along a continuum: the electronic handoff, which was the most clinically efficient; the provider-to-provider handoff, which balanced clinic efficiency and patient-centeredness; and the collaborative handoff, which was the most patientcentered. Providers described handoff choice as a practical response to manage constituent features of clinic efficiency (time, space, medium of communication) and patient-centeredness (information continuity, management continuity, relational continuity, and social interaction). We present a theoretical and descriptive framework to help providers evaluate differential handoff use, reflect on situated values guiding clinic communication, and guide future research.
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CONCLUSIONS:
Handoff communication reflected multidisciplinary providers' efforts to balance clinic efficiency with patient-centeredness within the constraints of day-to-day clinical practice. Evaluating the strengths and weaknesses among alternative handoff options may enhance multidisciplinary provider handoff decisionmaking and may contribute to increased coordination and continuity of care across outpatient settings.
INTRODUCTION
A handoff has been defined as the process of transferring clinical roles and responsibilities between providers across health care settings. 1, 2 Previous literature has suggested that handoff effectiveness includes efficient communication between providers during care transitions 1, 3, 4 and the ability of providers to coordinate roles and responsibilities, [5] [6] [7] which may contribute to overall continuity 8 and coordination of care. [9] [10] [11] Handoffs that occur laterally between providers from different specialties may be a key ingredient contributing to coordinated care, 12 but they can be performed suboptimally or may not occur at all, which may result in communication lapses and discontinuity. 13 Most handoff communication occurs in the inpatient setting where physicians, trainees, and nurses coordinate responsibility for the patient's overall care. [14] [15] [16] [17] [18] [19] Communication error has been shown to negatively impact patient safety within the inpatient setting. 16, 19, 20 While research on handoffs in the inpatient setting has proliferated, research on outpatient handoffs is limited.
In outpatient settings, multidisciplinary providers are simultaneously responsible for distinct facets of patient care. For example, while primary care providers deal with medical problems, 21 specialty mental health providers address psychological problems. [22] [23] [24] Some collaborative care models have emphasized care coordination between specialties for complex medical conditions, [25] [26] [27] [28] and have characterized handoffs as "cold,"
26 "lukewarm," 26 or "warm;" [21] [22] [23] [24] [25] 27, 28 however, these terms have neither been well-defined nor have they been investigated empirically to determine their interactional components.
We conducted a qualitative study to explore the techniques multidisciplinary providers reported when transferring patients between outpatient specialties. The three primary objectives of this study were: first, to conduct an exploratory study that describes routine handoff communication among multidisciplinary providers in two outpatient settings and, second, to develop a theory-driven descriptive framework that identifies constituent features of outpatient handoffs, and third, to characterize the strengths and weaknesses of different handoff types.
STUDY DESIGN & METHODS

Theoretical Orientation
Grounded Practical Theory (GPT) 29 is a metatheoritical framework and a variation of the Grounded Theory Method. 30 Using discourse analytic techniques, [31] [32] [33] GPT describes observed or reported behavior in general terms, a process known as theoretical reconstruction, to make habitual communication techniques and values explicit. As a theoretical framework, GPT seeks to empirically inform good practice by developing theories whose ultimate test are their practical usefulness and for reflective practice.
34-37
Setting and Participants
The San Francisco VA Medical Center (SFVAMC) has a large, urban primary care clinic, in which approximately 30 primary care providers are available on any given day and serve several hundred patients per week. Because the SFVAMC primary care clinic has adopted the VA Patient Aligned Care Team (PACT) Model, it also includes two full-time, co-located mental health providers and several social workers. [38] [39] [40] [41] Embedded within this usual care PACT clinic, a separate primary care-mental health-social services integrated clinic serves returning Iraq and Afghanistan veterans. 42, 43 Iraq and Afghanistan veteran patients who initiate primary care upon returning from deployment may be scheduled for a "one-stop" integrated visit for their initial appointment. Integrated visits consist of three 50-min sessions with primary care, mental health, and social service providers. 44, 45 Eight total integrated care appointments are available each week, seven for male and one for female returning veterans. Due to the limited availability of integrated care appointments, some new patients are seen in the usual care clinic where they are scheduled for a primary care visit, but also have the option of also seeing co-located social work or mental health providers. Both usual and integrated care providers have the option of conducting handoffs to co-located mental health and social service providers.
We purposively sampled primary care, mental health and social work providers among provider teams who routinely transfer care of veteran patients between specialties in both clinics. We focused on the Iraq and Afghanistan veteran population because SFVAMC multidisciplinary provider teams routinely coordinate these patients' initial visits. This study examines communication among multidisciplinary providers only during these initial visits. We contacted division heads for the names of providers who worked with Iraq and Afghanistan veterans. Providers were eligible if they held licenses or were trainees in primary care, mental health, or social work, and had cared for two or more Iraq and Afghanistan veterans in the past 6 months. We sent eligible providers an introduction letter, an information sheet, and an opt-out postcard. If the postcard was not returned within 14 days, we contacted them by phone to explain the study and to invite their participation. The Committee on Human Research at the University of California, San Francisco, the Research Protection Program at the SFVAMC, and the United States Department of Defense approved this research.
Data Collection
The first author (CJK), a medical linguist with expertise in qualitative methodology, conducted individual semi-structured interviews between June and December 2010 in usual and integrated care clinics. Interviews began with an explanation of the study goals to investigate providers' experiences caring for newly returned veterans as part of a multidisciplinary team. Participants received no payment for participation.
The study team developed a semi-structured interview guide 46 drawing on the senior author's (KHS) experience as a primary care clinician in treating Iraq and Afghanistan veterans, and as an active member of a multidisciplinary team in both clinics. The full interview guide included general questions about multidisciplinary collaboration, provider-to-provider communication, and handoff communication included in Table 1 , as well as specific questions about perceptions of clinic organization, staffing, and provider self-care behavior, which we will address in future publications. Five national experts in VA post-deployment primary care-mental health integration reviewed the interview guide, and we incorporated their suggestions. We piloted the instrument in our first five interviews and removed follow-up probes to reduce overall interview length. Interviews lasted approximately 30 min (mean duration=34 min; SD ±9:44 min). All interviews were audio-recorded with participants' permission. A professional transcribed the recorded audio files verbatim. Transcribed interviews resulted in 670 total pages of transcripts (mean length=32.3 pages; SD ±12.8 pages).
Data Analysis
To generate our analysis, we first segmented transcripts into question-answer sequences 47 as the basic analytic unit. Next, we condensed the semi-structured interview guide into a provisional coding scheme, 48 which provided sensitizing concepts 49 for interpreting participants' meanings. 50 Two experienced coders (CJK, AD) simultaneously listened to the audio recordings while manually coding the corresponding transcripts. Listening to interviews while coding enabled the team to be immersed in the interview situation, and to discern interactional features that contributed to participants' meanings, such as emphatic intonation or speaking pauses. Coders applied all provisional codes separately to the first ten interviews chronologically in the order they were collected. Coders met weekly to discuss similarities and differences, and discrepancies were resolved through discussion until reaching consensus. All identified units were coded, and particularly rich segments were annotated.
After completing ten interviews, we noticed that integrated care providers had particularly rich descriptions of communication with one another before and after visits with Iraq and Afghanistan veterans. The senior author's experience as a primary care provider confirmed the importance of care transfer between multidisciplinary providers for these veterans, 31 and suggested conducting a literature review for handoffs in outpatient settings. Finding relatively little previous research, we decided to focus our analysis on handoff communication patterns between multidisciplinary outpatient care providers.
Returning to the data, the first author entered all segmentation decisions, provisional codes, and annotations into Atlas.ti software 51 to facilitate qualitative data management. 52 We reviewed and grouped each of the 51 units so-far identified into collections for systematic comparison. 53 We used these units to construct the initial theoretical model illustrated in Figure 1 . To corroborate preliminary findings, we used focused coding techniques 48, 54 to identify units uniquely describing handoff communication in the remaining 21 interviews. We reached saturation after identifying 482 units, 99 of which described handoff communication. Constant comparison techniques of the full collection confirmed and refined the model by iteratively comparing all instances against one another. We validated the model by periodically presenting findings to participants during informal feedback sessions in a collective forum held three times throughout the analytic process. Quotations are anonymized and have been edited for clarity.
RESULTS & ANALYSIS Demographic Characteristics of the Sample
Out of 75 eligible providers, 31 were interviewed, including four trainees. There was no discernable difference between providers who did and did not participate. The most common reasons provided for non-participation were: did not routinely see Iraq and Afghanistan veterans (n=5), lacked time to participate in the study (n=8), or did not respond to solicitations (n=31). Social workers accounted for 9.7 % (n=3) of the sample, whereas mental health and primary care providers accounted for 38.7 % (n=12) and 51.6 % (n=16), respectively, which matched the overall distribution of all eligible providers. More than half of the participants were female (67 %, n=21). Providers had a mean of 11.5 years working in their area of specialization and an average of 9.9 years working at the VA.
Methods of Communication Across Settings
Multidisciplinary providers in usual and integrated care clinics described various communication methods to coordinate patient care. One common method used the VA electronic medical record (EMR) to communicate specific information. For example, after a mental health appointment, psychologists reported using an electronic signature, a procedure that requires the targeted provider to acknowledge receipt of a progress note, an addendum, or other clinical notification. Another common method was the "curbside consultation," a brief, face-to-face conversation between providers about professional matters when they opportunistically encountered one another in a private hallway or other area. Finally, providers described various handoff techniques in which transfers of patient care were precisely coordinated between provider types described in the next section.
Outpatient Handoff Communication Techniques
Overwhelmingly, multidisciplinary providers reported that handoff decisions were made spontaneously and without clear guidelines. Two situated values, clinic efficiency and patient-centeredness, guided multidisciplinary providers' handoff decisions in transferring patients. Although providers in both clinics described similar handoff techniques, integrated care providers had particularly rich descriptions, due to the repeated and routine nature of cross-disciplinary communication. We assembled providers' descriptions into three distinct handoff techniques illustrated in Figure 1 : the electronic handoff, the provider-to-provider handoff, and the collaborative handoff. In Extract 1, the mental health provider describes using the EMR, an indirect or mediated medium of communication, to transfer clinical information asynchronously and remotely from the previous provider, a primary care provider. The electronic handoff uses the EMR to exchange clinical information and to coordinate patient care after a specific visit. Similarly, in Extract 2 a primary care provider describes using the EMR to make a referral to specialty mental health. The mental health clinical team subsequently takes responsibility for following up with the patient. This provider speculates that electronic handoffs may negatively influence patient engagement because the process may take place over a period of weeks or even months.
The Provider-to-Provider Handoff. In the second handoff technique, providers in both usual and integrated care clinics transferred patient care through either telephone (Extract 3) or curbside communication. Additionally, integrated care providers held informal or formal face-toface meetings (Extract 4) between appointments: Extract 4. 4032, 13:9 Primary care provider I usually walk the patient to the waiting room [after the visit], and I say, "You are going to see the deployment stress specialist next (mental health provider). Wait here, and she (the mental health provider) will come pick you up." Then, (the) mental health (provider) will instead come directly to me so we can talk one-on-one. I do a 5-min chat with the mental health provider alone in my office before she sees the patient so she knows what I have covered [and] what my concerns are. Then, she will go get the patient in the waiting room.
After the end of the visit, the first provider takes leave of the patient to communicate privately with the next provider. Because the patient is not present, providers are free to use technical terminology (e.g., PTSD, SUD) or refer to familiar organizational processes or clinical teams (e.g., PCT), which may contribute to clinic efficiency. This technique may also facilitate patient-centeredness because providers exchange information between visits, which enables next providers to "jump start" subsequent visits by demonstrating specific knowledge of a patient's experiences, medical history, and symptoms, illustrated in the following extract:
Extract 5. 4026, 10:9, Primary care provider I think it's frustrating for the patient to start from scratch in every visit…it's nicer for them when they meet that second person to say, "Dr. (primary care provider) mentioned that you experienced something in Iraq, and it's been tough for you having nightmares." Rather than starting from a blank slate, we have some continuity between visits. But it is challenging to do if my next patient is waiting right there at my door. The temporal immediacy of the provider-to-provider exchange facilitates patient-centeredness in two ways. First, patients benefit when a second provider demonstrates specific knowledge of a patient's experiences, history, and associated symptoms rather than "starting from a blank slate." Second, patients may infer a good working relationship between providers who demonstrate coordination of care across visits. The main drawback of this technique is that time constraints make it challenging to exchange information during high workflow.
The Collaborative Handoff. In the final handoff technique, providers transferred patient care through a face-to-face meeting with the patient present. While usual care providers reported using this technique primarily with patients who had emergency psychiatric or social service problems, integrated care providers routinely used this technique for Iraq and Afghanistan veterans, regardless of screening results or perceived biopsychosocial risk. Providers described collaborative handoffs as a multi-step process: clinical facts, such as medical history, diagnosis, current treatment plan, etc.
Patient-centeredness
In Extract 6, the collaborative handoff begins when the primary care provider explains the meaning of a positive mental health screen or other mental health problem during the first visit and suggests further assessment or treatment. If the patient agrees, the first provider accompanies the patient to the next visit where she introduces the patient to the second provider. Finally, the three participants discuss the patient's clinical and social situation together.
Providers felt the main benefit of this technique was enhanced rapport-building across and between the provider-patient teams:
Extract 7. 4067, 29:1 Primary care provider In medical practice, if I take a patient by the hand and walk over to introduce him [to the mental health provider], he can see that they are a nice person who wants to help, and that it's not as scary as they imagined. If we can make the initial handoff directly, chances are they will come back again.
The personalized introduction described in Extract 7 helps establish an ongoing relationship among provider and patient participants. Because the patient is present, she or he has the opportunity to participate in and to monitor communication between providers firsthand, which contributes to transparency of the care transfer. Additionally, this provider implies that collaborative transfers may mitigate stigma associated with specialty mental health care. Finally, this provider speculates that this technique may promote continued treatment engagement beyond the first visit. Despite these benefits, the collaborative handoff presents logistical challenges: A successful collaborative handoff requires both additional time and space, which are scarce resources. The provider in Extract 8 articulates a tension between enacting a collaborative handoff and maintaining efficient clinic workflow.
DISCUSSION
This qualitative study describes three handoff techniques that multidisciplinary providers used when transferring patients between visits in usual and integrated VA outpatient clinics. Our empirical analysis suggests that handoff "warmth" may not be related to handoff type, but rather to how providers manage the dual values of clinic efficiency and patient-centeredness in their routine communication choices. Across settings, providers demonstrated an implicit understanding of the relative advantages and disadvantages of each technique, although few could articulate explicit criteria for why one technique might be used over another. In the following section, we use our descriptive framework to evaluate the advantages, disadvantages, and usage suggestions for each handoff type to foster critical reflection 29, [34] [35] [36] [37] about handoff decision-making.
Evaluating Outpatient Handoff Communication
The Electronic Handoff. The electronic handoff prioritizes clinic efficiency through the use of the EMR as the primary medium of communication when providers are separated in time and/or space. 3, 11 The electronic handoff is a type of electronic referral in which the EMR is used to exchange clinical information after a visit with one provider and before a visit with the next provider. The electronic handoff can be differentiated from other EMR uses, such as the electronic signature, because whereas the latter requires a targeted provider to acknowledge receipt of a clinical notification, the former uses the EMR specifically to coordinate patient care between visits. Research on electronic referrals has shown that communication mediated through the EMR can accurately transfer clinical and demographic information, 55 which may facilitate informational continuity between providers. 8 Various risks have been associated with EMR communication, including inaccurate assumptions about the intent and motivation of transfer, 1 communication breakdowns, 56 insufficient information, 6,7 and inappropriate referrals, 57 which can result in patients lost to follow-up. The electronic handoff may be effectively used with patients who have routine clinical and social problems that do not require immediate provider contact or consultation. This handoff type may be inappropriate for higher-risk patients requiring significant management and relational continuity among multidisciplinary teams, and social interaction between provider-patient teams.
The Provider-to-Provider Handoff. The provider-toprovider handoff balances clinic efficiency and patientcenteredness. Providers coordinate care transfer by employing multiple mediums of communication, such as the telephone or face-to-face communication, to discuss patient care in professional and technical terms. This coordination may minimize communication lapses 4 while maximizing management continuity 8, [58] [59] [60] that may prevent lost follow-up, creation of cross-disciplinary treatment plans, and negotiation of roles and responsibilities across specialties. Providers using this technique may also contribute to relational continuity, 5, 8 through relaying patient narratives and treatment preferences, an important facet of patient-centered care.
Lack of designated time and space can hinder communication if either provider is late or backlogged with patients, 6, 7 potentially compromising the quality of provider exchange. 3, 4 Finally, this technique prioritizes inter-provider communication, but excludes social interaction between provider-patient teams, which may compromise overall continuity of care. 10 The provider-to-provider handoff may be effectively used when providers must openly discuss patients with complex or urgent problems. Patients may feel part of the health care team because multiple providers demonstrate specific knowledge of a patient's experiences and biopsychosocial history.
The Collaborative Handoff. The collaborative handoff prioritizes patient-centeredness through formal face-to-face meetings among provider-patient teams during care transitions. 1, 8 Provider-patient teams meet together at a designated time and place, which facilitates social interaction and may reduce stigma associated with mental health care. Because the patient is an active participant in the care transfer, she or he has the opportunity to help shape what clinical and social information is discussed, which may contribute to relational continuity through a multidisciplinary therapeutic alliance. 5, 8 The most obvious disadvantage of the collaborative handoff is the challenge of coordinating multiple participants to be present at the same place and time. Less obviously, while the presence of the patient facilitates active participation, it also changes the social dynamics of the exchange. 61 For example, providers may not mention sensitive, potentially embarrassing, or technical clinical information while a patient is present, which may result in a failure to transfer some clinically important information.
The collaborative handoff may be effectively used in clinical settings in which multidisciplinary providers are colocated; and for patients who have complex, comorbid conditions, who have the potential for poor engagement in care, or whose care may benefit from developing a robust therapeutic alliance with their provider team up-front. For instance, previous literature suggests this technique may be particularly valuable with patients who have been exposed to trauma, such as returning combat veterans. 23 Some providers suggested that the collaborative handoff was effective for promoting follow-up for patients who were in need of help, but resistant to referrals to specialty care, such as mental health or social work.
Limitations
This study has several limitations. First, data are limited to 31 multidisciplinary providers from two outpatient clinics at a single VA facility. Expanding the data collection to additional sites may enrich current findings and increase generalizability. Second, the primary data for this study were qualitative, semi-structured interviews. While interviews can provide detailed descriptions, they lack the empirical detail that participant observation or audio-video recordings might provide. Third, questions about interprovider communication and handoffs were one part of a larger semi-structured interview. Focused interviews, participant observation, and audiovisual recording concentrated specifically on these topics may reveal more robust detail within and between handoff techniques. Finally, because Grounded Practical Theory is an interpretive theoretical framework, other interpretations may be possible.
CONCLUSION
This qualitative study describes how multidisciplinary providers coordinate the transfer of patient care through handoff communication in two outpatient settings. Our analysis suggests that while providers are experts at navigating the practical contingencies of day-to-day clinical work, they may not have an explicit understanding of their situated communication strategies. Our outpatient handoff communication model aims to develop a practical theory to help multidisciplinary providers articulate how, why, and when they use handoffs in day-to-day clinical practice, while simultaneously balancing multiple clinic values in light of system ideals. Each handoff is an opportunity for reflection as well as action. We advocate a pragmatic orientation towards handoff decision-making where the right tool is used for the right job with the goal of enhancing patient care across different outpatient settings.
